a b s t r a c t Introduction: Patient preparation for surgery and transfer to the operating room are two priority processes defined within the procedures and conditions for authorization of health care services by the Ministry of Social Protection in Colombia.
Introduction
Protocols are crucial in clinical practice, in particular for ensuring safety in patient care, because their adoption minimizes variation in routine procedures, records, treatments and tasks. Protocols favour standardization and increase reliability of patient care, reducing human error while performing complex processes. 1 The possibility of following protocols results in the ability to collect increasingly robust data, measure outcomes and indicators, and feed back into the processes. The recognition of critical processes in surgical patient care has led to the implementation of codes and effective communication techniques, and to a reduction of distractions and variations during their performance. This supports compliance, change and improvement actions to reduce life-threatening risks and to enhance patient wellbeing in the surgical setting. At present, patient safety is a field of study and research in all countries and has given rise to new knowledge and practices of undeniable benefit such as the well-known WHO Surgical Safety Checklist. 2 Events regarding which there is more evidence available are the "never events":
• performing a surgical procedure in the wrong patient • performing the wrong procedure in a patient • performing a procedure in the wrong surgical site • leaving behind a foreign body after surgery 3 There are others such as surgical site infection and hypothermia.
In Colombia, the Ministry of Health and Social Protection has established the procedure and conditions for healthcare service licensures and has defined priority processes that are prerequisites for the licensure of surgical services. Two of these processes are patient preparation for surgery and patient transfer to the operating theatre. This protocol delineates the mandatory steps that need to be consistently and systematically applied by a multidisciplinary team that is informed and committed to the care and wellbeing of the surgical patient.
Although the protocol must be applied before the surgical procedure (pre-operative period), its implementation requires anticipating diagnostic or therapeutic measures that might be required during surgery (intra-operative period) or after surgery (post-operative period). It is for this reason that the protocol refers in some instances to the perioperative period (pre-, intra-and post-operative).
The ultimate reason for applying this manual is to minimize the incidence of events leading to morbidity and mortality in patients undergoing anaesthetic procedures.
Justification
The justification for this manual is compliance with the requirements of Resolution 2003 of the Ministry of Health, which defines the procedures and conditions for registration of Healthcare Institutions and for licensure of healthcare services. The Resolution mandates that a priority standardized procedure for all institutions providing surgical services at all levels of complexity, among others, is a protocol, manual or procedure for patient preparation for surgery and for the transfer of patients to the operating room.
The objective of this initiative was to develop an evidencebased clinical management manual for preparing patients for surgery, including the management of post-operative complications and post-operative follow-up.
Methodology
The process consisted of four phases. Standardized procedures and techniques were used in all phases for developing evidence-based guidelines and protocols:
• Creation of the development team 
Creation of the development team
A group of experts in anaesthesiology and epidemiology was put together and entrusted with the job of establishing the methodological and technical guidelines within the framework of the development of the protocol. The group included two methodological coordinators with experience developing evidence-based clinical practice guidelines and management, whose job was to coordinate the methodology of the process. Three additional groups were also created, one consisting of an anaesthesia specialist and an epidemiologist with experience in critical analysis of scientific evidence. All of the members of the development team agreed to participate in the process and signed the disclosure document in accordance with the regulations governing the development of evidencebased guidelines and protocols.
Systematic review of the secondary literature
A systematic review of the literature was conducted in order to identify the clinical protocols and the clinical practice guidelines dealing with the topic of the protocol. The unit of analysis for the review consisted of the articles published in scientific journals or in technical documents found in the grey literature:
• 
Search strategy
Literature searches were designed by the search coordinator of the Cochrane Sexually Transmitted Infections group. A sensitive digital search strategy (Annex 1) was designed in order to find the papers that met the criteria described above. The search continued until August 24th, 2014.
The sources of information were the databases of the biomedical scientific literature Medline, Embase and Lilacs, plus grey literature sources (Google Scholar).
Selection of the evidence
A database of the papers that would potentially meet the criteria mentioned above was created on the basis of the results of the search strategies. This database was given to reviewers who worked independently to read the titles and abstracts in order to identify the papers that met the requirements. In the event of disagreement, the two reviewers would settle it through the exchange of communications. The full texts of the selected documents were downloaded for final screening.
Quality evaluation
The AGREE II tool was used to evaluate the quality of the evidence found in the previous step (Annex 2). Quality was evaluated on the basis of a paired analysis. 4 Finally, a protocol that met the eligibility requirements was identified and was used as the source document for the adaptation of the clinical management protocol to the context described above. The basis for identifying the source document included the clinical judgement of the experts, relevance, completeness of the indications (recommendations) and quality of the document.
Rating of evidence quality and recommendation strength
Grade was used to inform the quality of the source evidence and the strength of the recommendation 5, 6 (Tables 1 and 2 ).
Participatory method
A modified Delphi method was used. The development team chose the experts who would be asked to participate in the Delphi exercise. The meeting took place on September 18th at After presenting the clinical content of the manual, and following the discussion among the experts, agreement among them in relation to whether the protocol met the characteristics listed below was evaluated:
• Ease of implementation: Evaluates the possibility of the manual being readily used in the different institutions. • Currency: Evaluates whether the indications are updated in relation to current evidence. • Relevance: Evaluates whether the indications are relevant for the context of the majority of the surgical areas. • Ethical considerations: Evaluates whether it is ethical to use this manual. • Patient safety: Evaluates whether there is a high risk associated with the use of this protocol with patients.
A nine-category ordinal scale was used for rating agreement in relation to each of the characteristics listed above ( Fig. 1 ). Based on this, each of the proposed indications was rated as recommended (appropriate), contraindicated (inappropriate) or within a level of uncertainty. The rating was based on the Rand method (2004) cited by Sánchez Pedraza et al. 8 Fig. 2 shows the results of the agreement among the participants in the consensus meeting.
Preparation and drafting of the final document
Finally, a model protocol was structured to include the justification for preparing the document, the methodology used and the adaptation of the proposed document, on the basis of the recommendations of the experts during the participatory exercise. The final document was prepared by the development team. Fig. 2 shows the results of the agreement among the participants in the consensus meeting.
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Clinical content
Preparing a patient for a surgical procedure requires of a series of sub-processes usually performed sequentially. This is how they should proceed because one process is a prerequisite for the next. However, the whole sequence must be adjusted to the context of each patient, including the time interval between each of the stages, depending in particular on the type of intervention. The National Confidential Enquiry into Patient Outcome and Death classification (NCEPOD) 9 was adopted for this protocol (Table 3) .
Pre-anaesthesia assessment
The medical history and the physical examination are the best strategies to identify pre-operative problems. The time devoted to the pre-anaesthesia assessment may be optimized through the use of questionnaires (Table 4 ). These are not meant to replace the assessment by the anaesthetist but rather to facilitate identification of important points, and to document patient responses. 10 Ideally, the pre-anaesthesia assessment must be done at least one week before an elective surgical procedure in order to allow time to provide adequate patient education. It is worth noting that this time interval may be adjusted to suit the specific characteristics of the individual patient and the type of surgical procedure. 7 Patients, family members or caregivers must be advised that the pre-anaesthesia assessment is no substitute for health promotion, disease prevention, or early detection programmes.
• All patients undergoing diagnostic or therapeutic procedures must have a pre-anaesthesia assessment, except patients with no severe systemic diseases who require topical or local anaesthesia [GRADE C1].
Medical history and physical examination
The pre-anaesthesia assessment must include at least the following:
• Elective procedure -Reason for the surgical procedure -Estimated surgical risk ( -Pulmonary status -Functional class [14] [15] [16] -Haemostatic status (personal and family history of abnormal bleeding) -Possibility of symptomatic anaemia -Possibility of pregnancy (women in childbearing age) -Personal and family history of anaesthetic complications Risk models should not dictate management decisions, but they must be considered as one of the many pieces in the puzzle, and must be assessed together with the traditional information available to the practitioner. 17 Pre-operative diagnostic tests. The paradigm regarding orders for diagnostic tests has changed in the whole world over the last few decades. 18 Diagnostic tests not supported by the findings of the medical history or the physical examination are not cost-effective, do not grant medico-legal protection and might be deleterious for the patient. [19] [20] [21] Discussing the indications for ordering the long list of diagnostic tests available to clinical practice is beyond the scope of this protocol.
For patients undergoing non-cardiac surgery, the recommendation is to order diagnostic tests for cardiovascular assessment in accordance with any of the current international guidelines. 17, 22 
Electrocardiogram
• Ordering a pre-operative electrocardiogram may be considered in patients 65 or over during the previous year before the surgical procedure [GRADE C2]. • A pre-operative electrocardiogram is not recommended in patients undergoing other low risk procedures, unless the medical history or the physical examination reveals that the patient is high risk [GRADE A1]. • An electrocardiogram is not indicated -regardless of agein patients who will be taken to cataract surgery [GRADE A1].
Whole blood count
• A pre-operative whole blood count must be ordered on the basis of findings of the medical history and the physical examination, and the potential blood loss of the elective procedure [GRADE C1].
Electrolytes
• They are recommended in patients on chronic use of digoxin, diuretics, angiotensin-converting enzyme (ACE) inhibitors or angiotensin receptor antagonists (ARAs)
Chest X-ray
• A chest X-ray must be obtained (AP and lateral views) in patients with signs or symptoms suggesting undiagnosed or chronic unstable cardiopulmonary disease [GRADE D2].
Pregnancy test
• It must be obtained in women in childbearing age who may be pregnant given a menstrual delay or given the explicit suspicion of pregnancy by the patient, or because of an uncertain pregnancy possibility (e.g. irregular menstruation) [GRADE C1]. Source: Surgical risk estimation is an approach to the 30-day risk of cardiovascular death and infarction that only takes into consideration the specific surgical intervention and attaches less importance to patient comorbidities. 11
Medical conditions
Cardiovascular diseases
• The presence of risk factors for perioperative cardiovascular complications must be assessed in all patients 17 [GRADE A1]. • Therapy with beta-blockers must be continued during the perioperative period in patients with a history of permanent use of this type of medications [GRADE A1]. • The use of beta-blockers must be considered in patients with a high risk of cardiac complications ( 
Coronary heart disease and coronary stents
• Surgery must be avoided for at least six weeks after the placement of a metal stent [GRADE C1]. • Surgery must be delayed for at least one year after the placement of a drug-eluting stent [GRADE C1]. • In the event it is not possible to postpone the surgery during the recommended time periods, dual anti-platelet aggregation therapy must be continued during the perioperative period unless it is contraindicated (surgery with a high risk of bleeding, intracranial surgery, etc.) [GRADE C1]. • In the event the interruption of clopidogrel/ prasugrel/ticlopidine is considered necessary before the procedure, aspirin must be continued during the perioperative period -if possible -in order to reduce cardiac risk [GRADE C1].
Sleep apnea
• The potential for sleep apnea in patients ( 
Diabetes mellitus
• Blood sugar control must be targeted to achieve glycaemic concentration levels of 140-180 mg/dL and not to achieve more stringent targets (e.g. 80-110 mg/dL) [GRADE A1]. • Individualized assessment is required in order to issue instructions designed to avoid extreme glycaemic changes [GRADE C1]. Chronic use medications (Table 9) • A thorough determination of medication use by the patient is required (prescription drugs, over-the-counter medications, herbal products and nutritional supplements) at least one week before an elective surgical procedure [GRADE C1]. • In general, medications that contribute to homeostasis must be continued during the perioperative period, except for those that may increase the probability of adverse events (NSAIDs, ACE inhibitors/ARAs, insulin and blood sugar lowering drugs, anticoagulants, biological, medications for osteoporosis, hormonal therapy, etc.) [GRADE C1].
In general, all medications that do not contribute to maintaining homeostasis must be interrupted (non-prescription drugs, herbal or natural products, nutritional supplements, etc.) [GRADE C1].
Smoking cessation
• Patients must be encouraged to stop smoking [GRADE C1].
Prophylaxis for thromboembolism (Table 8)
• All patients must be assessed for the perioperative risk of venous thromboembolism, and the quantification must be documented in the clinical record. It is recommended to discuss the appropriate measures for preventing thromboembolic complications with other members of the surgical team. 28
Patient education and communication

Recommendations on pre-operative fasting
Recommendations on pre-operative fasting (NPO) have been revised and simplified considerably over the past decade. Management guidelines have been published establishing the "2, 4, 6, 8 hour rule", which is applied to patients of all ages. 29, 30 Patients must be educated and informed of the fasting requirements with sufficient time in advance.
• The recommended fasting period for clear liquids such as water, fruit juices with no pulp, carbonated drinks, clear tea and coffee is 2 h or more before the surgical procedure [GRADE B1]. • The recommended fasting period for breast milk is 4 h or more before the surgical procedure [GRADE B1]. • The recommended fasting period for milk formula, nonhuman milk and light meals (such as toast) is 6 h or more before the surgical procedure [GRADE B1]. • The fasting period for fried or fat food, or meat, must be 8 h or more, because these foods may prolong gastric emptying [GRADE B1].
Pre-operative bathing and shaving
In order to prevent infections, patients must be encouraged to bathe on the day of the surgical procedure. They must be told not to shave or remove any hair at, or close to, the surgical site. Every institution must establish specific guidelines for its patient population and the specific surgical procedures they perform (see Skin Preparation).
Communication with patients and caregivers
A reliable mechanism must be established for communicating the result of the pre-anaesthesia assessment, including the results of diagnostic tests and instructions for surgical site marking, aside from patient identification before the procedure (Table 10) . 7 • In cases of elective procedures, it is recommended to provide patients or caregivers with printed material with the most relevant instructions for preparing for the surgical procedure [GRADE D2].
Informed consent
Despite the unique challenges of obtaining the informed consent for anaesthetic procedures, patients, parents or caregivers must be informed of the general and specific anaesthetic risks, and about anaesthetic care. Strategies to improve understanding of the information must be implemented in order to ensure that decision-makers are adequately informed. 31, 32 • The anaesthesia informed consent must be given to all patients (signed by the patient, parents or caregivers) who All Interrupt at least one week before surgery. May interfere with normal coagulation a High risk stent: Metal stents implanted less than six weeks before, or drug-eluting stents implanted less than one year before. b High risk of bleeding: blood loss of more than 15 ml/kg or involving the brain, retina, spinal cord or nerve trunks; neuroaxial anaesthesia must be considered for this group. 25 c If interruption is decided, allow for a pre-operative interval equal to four or five half lives of the medication. E.g. hydroxychloroquine (four months), etanercept (two weeks), infliximab/adalimumab (four weeks), rituximab (six months), abatacept (two months). 26, 27 are taken to diagnostic or therapeutic procedures [GRADE A1].
Patient transfer to the operating theatre (operating rooms)
Patients must be transferred to the operating room in a manner consistent with their clinical condition. Transfer implies that patients require care in different areas of the health facilities and, consequently, there is a need for patient handover and reception processes. There is a generalized consensus at present in the sense that robust and structured handover processes are critical for safe patient care. The use of checklists and software tools to facilitate the transfer process may improve reliability and help eliminate stress for the healthcare staff. Transfer and handover processes must be adapted to every specific clinical setting. 33 In view of the above, there are two groups of patients that require specific considerations:
• Outpatients and non-critically ill inpatients.
-In order to prevent injuries from falls, patients cannot ambulate during transfer. They must be transferred in a wheel chair or trolley. -Devices to ensure safe transfer must be available in accordance with the specific needs of the individual patient (e.g. oxygen, infusion pumps, etc.). -At least one paramedic must participate in transfers.
• Critically ill patients. Aside from the above, 
Surgical site marking
A wrong surgery may be the result of misinformation of the surgical team or misperception of patient orientation. The key to prevent such an event is to have multiple independent information checkpoints. Inconsistencies between the preanaesthesia assessment, the informed consent and the surgeon's notes in relation to the medical history and the physical examination must be addressed, ideally, before the start of any pre-operative procedure. 34 Before marking the surgical site, patient identification and the correct site for the surgical procedure must be checked as follows:
-Information contained in the informed consent -Information contained in the clinical record -Diagnostic tests -Interview with the patient, parent or caregiver [GRADE A1]
Infection prevention
Post-operative infection is a serious complication. It is the most frequent source of in-hospital morbidity for patients undergoing surgical procedures, and it is associated with increased length of hospital stay, a higher risk of mortality and lower quality of life. 35, 36 It may happen as a result of the surgical procedure and also as a result of anaesthetic procedures. Several strategies have been described to diminish the risk of post-operative infection from the point of view of the anaesthetist: They include, among others Table 10 -Pre-operative guidelines for patients and caregivers.
Information you need to have after consultation with the surgeon Reasons for the surgery, including alternative treatment options, risks of the planned surgery, expected results and expected length of the surgery. If you are scheduled for an outpatient procedure, or if admission is required, you must know how long your stay will be in the clinic/hospital and how discharge will be decided. Need for anaesthesia on the basis of the specific surgical procedure, and timing of the assessment by the anaesthetist. If the surgeon asks for a pre-anaesthesia assessment, you must make an appointment within the 30 days leading up to the procedure and no later than 72 h before the procedure. When you will start feeling better after the procedure, and when you will be capable of resuming your regular activities, such as going back to work. Where can your family wait. When and where will the surgeon communicate with them after the surgery. Who do you need to contact if you experience symptoms that increase the risk of infection before surgery, a respiratory infection, fever, etc.? Answers to any other question you may have regarding your surgery. Ask your health management organization about coverage and additional costs.
Pre-anaesthesia assessment
Bring the names (boxes or packaging) of all the medications that you use, including all inhalers, eye drops and over-the-counter medications, vitamins and herbal supplements. You will receive specific instructions regarding what you need to do in the 24 h before your surgery. At least one week before your surgical procedure
Read the specific information about what to expect before, during and after surgery. If you have not received a copy of the information from the surgery centre, please contact the surgeon's office or the surgical centre directly. The 24 h leading up to the surgical procedure Take your medications according to the practitioners' instructions (surgeon and anaesthetist). Make arrangements for an adult to take you home and look after you after the procedure. The night before surgery Eat a normal meal unless you are told otherwise. Pack the items you will be needing at the surgical centre (case for dentures, removable dental prostheses, contact lenses and glasses • Prophylactic antibiotics • Perioperative normothermia • Adequate skin preparation [37] [38] [39] 
Antibiotic management
The pre-operative use of prophylactic antibiotics has been shown to reduce the risk of post-operative surgical site infection. Recommendations have been published on the type of antibiotics (Table 11 ) and their dosing (Table 12 ) for use as pre-operative prophylaxis in accordance with the type of surgical procedure. 40 Pre-operative antibiotics must be given with the goal of achieving bactericidal tissue concentrations at the time of the incision. For most antibiotics, this concentration is achieved 30 min after administration. Vancomycin and fluoroquinolones must be given within the 120 min leading to the procedure because they require longer infusion times. 40 In those cases in which antibiotics cannot be given within the recommended time intervals (e.g. in a child without vascular access), they must be given as soon as the impediment is resolved. Late administration of antibiotic prophylaxis does not reduce its effectiveness. 41 • All patients must be assessed for known medication allergies [GRADE C1]. • An adequate prophylactic antibiotic must be given, depending on the type of surgery, between 30 min and 2 h before the start of the procedure. This time interval will depend on the antibiotic used [GRADE C1]. 
Prevention of endocarditis
• Patients with a diagnosis of cardiac valve disease undergoing surgical procedures must receive adequate antibiotic prophylaxis [GRADE C1].
Procedures in patients with a history of joint replacement
• Patients with joint prostheses must not receive prophylactic antibiotics for the prevention of prosthesis-associated infection [GRADE C1].
Bowel preparation in colorectal surgery
• The use of mechanical bowel preparation is not recom- 
Normothermia plan and temperature management
Temperature must be monitored in all patients receiving anaesthesia and who are expected to undergo changes in central temperature 49, 50 SMD. There are many means and sites for measuring central temperature with different levels of accuracy and ease of use (oral, tympanic, oesophageal, axillary, skin, bladder, rectal, tracheal, nasopharyngeal, pulmonary artery catheter). The selection of the site depends on the access and the type of surgery. 51 • Strategies must be put in place in order to reduce the risk of intra-operative hypothermia and associated complications (surgical site infection, cardiac complications, increased bleeding, etc.) [GRADE A1].
Skin preparation
Most surgical site infections are caused by normal skin flora. The surgical site must be assessed before skin preparation. The skin must be assessed for the presence of:
Inadvertent lesion elimination may create the opportunity for wound colonization. 52 Recommendations for skin preparation must be applied for anaesthetic procedures as well as for insertion of central vascular accesses. 53
Application of antiseptic solutions
There are several antiseptic agents available for pre-operative skin preparation of the incision site (Table 13 ), but there is limited evidence to recommend the use of one antiseptic agent over another. 54 Selecting the ideal agent according to each group of patients requires careful consideration. Some antiseptic agents may injure mucosal tissue and others are highly flammable.
The prepared area must be sufficiently large in order to allow for the extension of the incision or the placement of drains. The staff must have knowledge of the different techniques for skin preparation, including the preservation of skin integrity and the prevention of injuries to the skin. 52 The preparation process must follow certain special considerations:
• Areas with large microbial counts must be the last to be prepared • Colostomies must be isolated with antiseptic-impregnated gauze and left for the end of the preparation process • The use of normal saline solution is recommended for preparing burnt or traumatized skin areas • The use of chlorhexidine and alcohol-based products must be avoided in mucosal tissue • Allow enough contact time for the antiseptic agents before draping The administration of repeated antibiotic doses for the prevention of surgical site infection depends on the type of antibiotic selected and the length of the surgical procedure. Single antibiotic doses are recommended only for procedures lasting less than 4 h. In procedures lasting more than 4 h, or when blood loss is greater than 70 ml/kg the repeat dose may be given every one or two half-lives (in patients with normal renal function) in order to maintain bactericidal tissue concentrations while tissues remain exposed. 42-44 b Only for patients with a high risk of infection: oesophageal obstruction, morbid obesity, reduction of gastric acid or gastric motility (due to obstruction, haemorrhage, gastric ulcer, cancer, or treatment with proton pump inhibitors). Not indicated for routine gastro-oesophageal endoscopy. c Only for patients with a high risk of infection: older than 70, acute cholecystitis, non-functional gallbladder, obstructive jaundice. Cholangitis must be treated as an infection and not with prophylaxis. d The use of bowel preparation with oral antibiotics one day before surgery is controversial and must be used at the surgeon's discretion. [45] [46] [47] e If a tourniquet is used during the procedure, the entire antibiotic dose must be given before it is inflated. f A single dose of amoxicillin/clavulanic acid reduces wound site infections in the groin after varicose vein surgery, and must be considered for this type of procedure. 48 • Allow enough time for complete evaporation of flammable agents • Prevent antiseptics to pool under the patient or the equipment Skin preparation must be documented in the patient's chart. Skin preparation policies and procedures must be reviewed periodically in order to evaluate new evidence.
• Areas of the skin that will undergo therapeutic (surgery), anaesthetic (regional anaesthesia) and diagnostic (catheter insertion) procedures must be prepared with antiseptic solution in order to reduce the risk of infection [GRADE A1].
Hair removal
The use of shavers may result in cuts and skin abrasions and should not be allowed. The use of clipping devices is recommended for removing hair close to the skin, leaving behind hair that is 1 mm long. Clippers usually have disposable heads, or reusable heads that may be disinfected between patients. They do not touch the skin, thus reducing cuts and abrasions. Hair removal creams dissolve hair through the chemical action of the product. However, the process is lengthier, lasting between 5 and 20 min. Chemical hair removal may irritate the skin or give rise to allergic reactions. There are some special considerations for hair removal:
• Hair removal must be avoided, unless hair may interfere with the procedure 55 • Hair removal must be the exception, not the rule • When required, hair removal must be done as close to the time of the surgical procedure as possible. There is no evidence of a specific time period for avoiding hair removal on or close to the surgical site. Shaving more than 24 h before the procedure increases the risk of infection 56 • Hair removal in the sterile field may contaminate the surgical site and the drapes because of loose hair • For some surgical procedures, hair removal may not be necessary. Patients requiring immediate surgical intervention may not have time for hair removal • The staff in charge of removing hair must have the training in the use of the appropriate technique • Policies and procedures must state when and how to remove hair at the incision site. Hair removal must be performed under the doctor's orders or in accordance with the protocol for certain surgical procedures • If hair is removed, it must be documented in the clinical record. The documentation must include skin condition at the surgical site, the name of the person who did the hair removal, the method used, the area of the body and the time when it was done.
Pre-operative checklist
Checklists have become commonplace in healthcare practice as a strategy to improve patient safety. The World Health Organization (WHO) has implemented a proposed checklist in more than 120 countries ( Fig. 3 ). Emphasis is made on the use of these lists for the most critical processes impacting patient safety:
• Safe anaesthesia and risk of a difficult airway • Right surgical site • Infection prevention • Teamwork
The intent of the checklist as a safety tool is to standardize and increase performance predictability of the surgical team in a whole range of situations and clinical settings, and with different people. 57 Hence, checklists have been equated with best practices in high-risk areas such as anaesthesia, and have been adopted in Colombia as a minimum safety standard in anaesthesiology. 32, 58 • In all patients undergoing surgical procedures, compliance with the pre-operative procedures, staff and equipment availability must be ascertained using the WHO checklist [GRADE A1].
